Background: Ethnic-minority health is a public health priority in Europe. This study compares strategies for tackling ethnic inequalities in health from two countries, Scotland and Belgium. Methods: We compared the countries using the Whitehead framework. Official policy documents were retrieved and reviewed and two databases related to immigrant health policies were also used. Ethnic inequalities in health were compared using the UK and Belgian Censuses of 2001. We analysed the recognition of the problem, the policies and the services and described ethnic health inequalities. Results: Scotland has recognized the problem of ethnic inequalities in health, thanks to better data and the Scottish Government has come up with a bold strategy. Belgium is a later starter, unable to properly monitor ethnic inequalities. In addition, there is no clear government commitment to tackling either health inequalities or ethnic inequalities in health. Both countries provide health-care services to ethnic minority groups through the mainstream services, although ethnic minority groups have more choice in Belgium than in Scotland. Overall, ethnic heath inequalities are lower in Scotland than in Belgium. Conclusion: Scotland has provided a more advanced and comprehensive response to tackling ethnic inequalities in health than Belgium. It has acknowledged that discrimination exists and that ethnic minority groups may have different needs. Belgium still assumes non-discrimination in health care and effectively denies the need for policy to tailor services to meet these needs. In Scotland, public organizations have been made accountable for promoting equality in health. This is an important contribution to European health policy.
Introduction

I
mproving the health status of ethnic minority groups is becoming a health priority internationally: it is an important component of the US Healthy People monitoring system and of the Acheson report in the UK. 1, 2 Europe is catching up with the US. The European Charter of Human Rights (Art. 21) prohibits discrimination based on sex, colour, ethnicity and language. Public-health related comparative research, such as the Migrant and Ethnic Health Observatory Project, is examining ethnic inequalities in Europe. 3 In 2009, the European Commission released a policy paper aimed at supporting the member states in tackling health inequalities, including migrant or ethnic health inequalities. 4 Tackling ethnic inequalities in health demands a comprehensive European strategy. 5 However, differences in Europe for awarding citizenship to immigrant groups, political climates in relation to multiculturalism and health-care systems may lead to different policies and varying outcomes regarding ethnic inequalities. Recent European research suggests that particular minority groups face different risks of poor health status in different host countries, e.g. the Roma are in better health in Hungary than in Slovakia 6, 7 and Turks are in better health in Belgium than in the Netherlands. 8, 9 We need to understand the reasons why there is inconsistent progress across Europe. 10, 11 Policy is likely to be critically important. Our aim was to compare two European countries with different policy environments. We address the following question: in the contest to reduce ethnic disparity in health and health care, which is doing better, Scotland or Belgium?
Contextual information on Belgium and Scotland
Belgium and Scotland are similar in size, overall health status and in economic performance. Belgium and Scotland have, respectively, 10 and 5 million inhabitants, with high income (USD 36 200 and 33 500 per capita, respectively). Health-care expenditure is 10.3% of gross domestic product (GDP) in Belgium and about 10% in Scotland. Life expectancy is slightly higher in Belgium than in Scotland (79 years vs. 77 years). 12 These two countries, however, differ strongly in two dimensions relevant to ethnicity and health: citizenship and the health-care system. Citizenship is mainly defined according to nationality in Belgium and according to birthplace and length of residence in Scotland. 13 In Belgium, acquisition of nationality is linked to jus sanguinis (ancestry) and acquisition of nationality by place of birth is automatically provided only to the grandchildren of immigrants, although others can obtain it by naturalization. In Scotland, as in the rest of the United Kingdom, citizenship is linked to jus soli, place of birth. In Belgium, voting rights are granted to non-European citizens only after 5 years of residency and only for local elections.
14 In Scotland, many immigrants from non-European countries obtain political rights (for parliamentary elections) more rapidly in Scotland than in Belgium.
Belgium and Scotland have different welfare state types. 15 The Belgian welfare state is categorized as social-democratic, whereas the Scottish welfare state is classified as liberal, according to the Esping-Andersen classification. 16 Belgium emphasizes a social transfer approach, whereas the Scottish welfare state puts more emphasis on state-funded services. Allocation of resources in Belgian health care relies on a clear separation of providers and purchasers, whereas the National Health Service (NHS) in Scotland relies on a stronger relationship between the provision and the financing of health care. Most of the population (99%) is covered by compulsory health-care insurance in Belgium, while all legal residents in Scotland are entitled to full care from NHS Scotland. In Belgium, undocumented immigrants are entitled to health care under the 1996 law on Emergency Medical Aid. The entitlement of undocumented immigrants is undergoing revision in the UK but, basically, includes emergency care and the treatment of some infectious diseases. 17 Scotland is an emigrant nation with a huge diaspora. Over the last 100 years, immigrants from many countries settled in Scotland (English, Irish, Italians, and Poles). Since the 1950s, a small but important non-European population has grown, principally with origins in Pakistan, India,and China. These populations are firmly established and make a major contribution to the business and public-service sectors. Scotland has a sizeable South Asian minority (1.09% of the population), the most important sub-groups being Pakistanis and Indians. 18 In the last decade, Scotland has experienced considerable immigration from Eastern European countries. Although migration is difficult to estimate due to the lack of a comprehensive registration system, the General Register Office estimates a net intake of 20 000 per year, most of whom are coming from the new European Union (EU) member states such as Cyprus, the Czech Republic and Poland.
Belgium has long attracted immigration from southern European countries. In the 1960s and 1970s, a low-cost labour force was recruited from Turkey and Morocco and these groups became sizeable, particularly in metropolitan areas. They are still considered as ethnic minority groups, due to the prejudice they face on the labour, housing and educational markets. [19] [20] [21] A third ethnic group, linked to Belgium's colonial history in the Congo, is growing. These three groups are considered as the main ethnic minority groups and, according to their nationality at birth, represent 4.1% of the population. 22 This percentage, however, is an underestimate, as many children of immigrants have acquired Belgian nationality, although they mostly self-define as Turkish or Moroccan. 23 
Methods
This research was a result of a scientific mission of a European COST action (COST-HOME-ISO603) comparing best practice in policies to reduce ethnic inequalities in health in Belgium and Scotland.
Our comparison used the framework developed by Whitehead. This analyses the stages and typology of action taken to tackle health inequalities and includes the following components: (i) recognition of the problem and its causes; (ii) policies to tackle inequalities; (iii) interventions and their underlying theories; and (iv) outcomes. 24, 25 Under the auspices of the Cost-Home network, VL (a Belgian) visited Scotland for 2 months and met with several key stakeholders to discuss key policies. The comparison also used two international databases on immigrant policies, the Mighealthnet database (mighealth.net) and the Eugate project (www.eugate.org.uk/). We also searched the official websites of the Belgian (www.inami.fgov.be/ and www.health.fgov.be) and Scottish health-care authorities (www.healthscotland.com/, www .isdscotland.org/). The list of accessed and analysed documents is given as supplementary file on the journal website. For the purpose of this research, policy was defined as statement of goals, objectives and means that create the framework for activity. 26 Ethnic health inequalities were compared through literature search as well as by comparing the UK Sample of Anonymised Records (based on the Scottish census) with the Belgian Census of 2001. The methodology has been described elsewhere. 27 The British census included a three-item question ('good', 'fairly good' and 'not good') and the Belgian census a five-item question ('very good', 'good', 'average', 'bad' and 'very bad'). Respondents who reported 'not good health' in Britain and 'bad' or 'very bad' health in Belgium were regarded as having poor health. We compared those in poor health to everyone else.
Mortality risk was also compared on the basis of previous published studies. 28, 29 In brief, the Belgian mortality study is based on all residents aged 24-54 in the census of 1991 (n = 2 096 679), followed for 58 months. The Scottish study was based on death certificates for residents aged 25+ between 1997 and 2003 (n = 362 029), with the denominator computed on the basis of the 1991 and 2001 Scottish censuses.
Results
Recognition of the problem: Scotland one, Belgium nil
Recognition of ethnic inequalities in health and their causes would be made easier by (i) ethnic coding to allow official statistics to be analysed by ethnic group, and (ii) by publication of governmental reports.
Scotland counts its ethnic minority groups both by place of birth and by self-identification. Belgium counts its minorities according to nationality. Ethnic coding in Scotland is advancing in two directions. First, the 1991 and 2001 Scottish Censuses provided data on ethnic self-identification and the 2001 census is linked to mortality and NHS databases. Secondly, Information Services Division is promoting ethnic coding in all NHS records such as discharge episodes. The level of coverage is, however, rather low (16.8% for discharges) and greatly varies from one board to another: surprisingly, Glasgow, the board with the largest ethnic minority group, is not the best performer. The death certificate records the place of birth and other health records, including general practice ones, increasingly record ethnic groups.
In Belgium, ethnic coding is sparse. The Belgian Census had no question about ethnicity and the only available information is nationality or place of birth. Hospital discharge records do not provide information on either nationality or place of birth. Belgium has been surveying health and health care since 1997, but without any question about ethnicity. This situation is largely due to historical and legal considerations. Focusing on nationality is common in Europe and reluctance to collect such data appears to date back to the use of unprotected census data to target vulnerable populations for internment and deportation during the holocaust. 30, 31 The Belgian 1962 law on statistics is a legacy of this: it forbids the Institute of Statistics to collect data on religion, race, and ethnic origin. 32 Although this law was aimed at protecting privacy, it is a major obstacle to ethnic coding. As a consequence, Belgian studies on ethnic inequalities in health have had to rely on place of birth or nationality as a proxy.
The resulting report identified areas in which NHS Scotland needed to take action to ensure that services were accessible to all. One important conclusion of this report was to call for a 'more strategic approach to ethnic minority health.' 36 In contrast, research efforts in Belgium have not led to any official acknowledgment, with the exception of a 1990 report of the Commissariat Royal à la Politique des Immigrés. Although the issue of discrimination on the labour and housing markets remains a high priority of public authorities, these topics have led only to non-governmental reports, such as those of the Centre for Equal Opportunities. These reports have not been endorsed by executive bodies and have not addressed health inequalities.
There is a great deal of research about ethnicity and health in Belgium. However, most of these studies have to rely on nationality and have not been endorsed by a public recognition. In Belgium, the topic is still mainly addressed by researchers and non-governmental organizations (NGOs), while in Scotland it is addressed by national reports or governmental bodies.
Policies: Scotland two, Belgium nil
Research can be translated into policy, a plan of action or decisions. Actions can include an official strategy, decisions creating statutory duties and rights and new institutional bodies.
In Scotland, an impetus was given to policymaking by both the Race Relations Amendment Act of 2000 and the Fair for All policy. The Act was unique in creating a legal duty for public services to promote race equality plans, known as Race Equality Schemes. 37 It came into force in 2002. Six months earlier, in 2002, the Scottish Executive Health Department issued a letter (effectively, policy) requiring NHS organizations to tackle ethnic inequalities in health and health care into five domains: 38 (i) to energize organizations to deal with minority health issues positively; (ii) to produce information about the population of each NHS board's area; (iii) to acknowledge and overcome barriers to access; (iv) to recruit ethnic minority staff; and (5) to consult minority ethnic communities.
As part of the implementation of the Fair for All policy, the Scottish Government created the National Resource for Ethnic Minority Health (NRCEMH), whose initial job was 'to support the NHS Scotland services to deliver minority ethnic health agenda.' 39 In 2008, the Scottish Government moved the NRCEMH into NHS Scotland's new Directorate of Equalities and Planning, integrating the issue of ethnic disparity with other equality strands such as age, gender, religion, sexual orientation and disability. This integration needs to be carefully monitored, as ethnic inequalities often require different approaches than, say, gender inequalities. Moreover, as these latter inequalities relate to individual characteristics, one possible impact of this institutional move would be to strengthen individual approaches to health inequalities at the cost of more community-based approaches. 25 The main change, however, is that the Centre have moved from being stand-alone organizations with short-term funding to being embedded in NHS organizational structures.
In Belgium, there is no explicit federal government policy to address (ethnic) health inequalities. The subject is still left to research teams and NGOs to address. The King Baudouin Foundation (FRB) and the Centre for Equal Opportunities and Opposition to Racism (www.diversite.be) have been the two main bodies campaigning against health inequality, supporting studies and providing recommendations to government bodies. Although the Centre is a public body, it makes non-binding recommendations.
Despite the lack of a comprehensive policy on health inequality, Belgium has been keen to provide health-care services to immigrants who do not have compulsory health-care insurance. The law allows undocumented immigrants to access all care (and not only emergency care) through the local municipality's social services. 40 However, the application of this law remains patchy with only 14% of undocumented migrants being effectively entitled. 41 
Interventions: Scotland three, Belgium one
Both countries provide health-care services to ethnic minority groups through the mainstream services. However, Belgian patients may have more choice than Scottish patients, thanks to a higher density of physicians and the lack of gate-keeping to access consultants. 42 International comparisons of patient satisfaction with general practitioners (GPs) suggest that Belgian patients are happier than patients in the UK. 43 As ethnic minority groups are more vulnerable and rely more heavily on general practice, more choice might empower them when their expectations are not met. This kind of power is greater in Belgium than in Scotland. This potential benefit needs examination.
Both countries provide interpreting services. In Belgium, 81 intercultural mediators are employed in 62 hospitals (out of 215), with a budget of E2.4 million. 44 In Scotland, the budget amounts to E3 million, for a country with half the population of Belgium and with a lower percentage of ethnic minority groups. Scotland is committed to providing interpretation services on a large scale and according to need. Whereas Belgium has limited these services to hospitals, interpretation services are also available in general practice in Scotland. Cultural sensitivity is not only a matter of language. Ethnic minority groups have difficulties in navigating health-care systems and may feel that their expectations are not being met. NHS Scotland has developed some innovative approaches to improving the link between the NHS and ethnic minority groups. The Minority Ethnic Health Inclusion Project (MEHIP), for example, provides ethnic minority groups with link workers who provide information and advice on services as well as helping them to talk to health professionals. In Belgium, cultural mediators do interpret in about two-thirds of their interventions, but they are also involved in culture brokering, helping patients to navigate the health-care system.
How does Scottish Government policy become daily routine of the health services? Two vehicles are used to evaluate the impact of the Health Department Letter: 'Checking For Change' and 'Equity Impact Assessment'. 'Checking for Change' is a self-monitoring toolkit to help NHS organizations identify outcomes for race equality and processes to achieve outcomes, for each of the above-mentioned objectives. 45 The Equity Impact Assessment holds the NHS boards accountable. Whereas Scotland may have the advantages of the commandand-control approach, local and voluntary initiatives spring up more easily in Belgium. Because of the statutory separation between funding and provision in Belgium, many NGOs or non-profit organizations receive public funding. For example, Medimmigrant is an innovative NGO that provides advice to health-care providers on the implementation of the legislation for undocumented immigrants. 40 Medimmigrant is a good example of a Belgian strength: many small NGOs, often with public funding, are actively and creatively seeking to provide services to ethnic minority groups. This is not to say that no such initiative may spring up in Scotland: the Scottish Glasgow Anti Racist Alliance (GARA;http://www.gara.org.uk/) and Nari Kallyan Shango (NKS; http://www.nkshealth.co.uk/htm/ index.htm) are examples of such initiatives
Ethnic Health inequalities: Scotland four, Belgium one
In Scotland, most ethnic groups had better subjective health than White Scottish, with the exception of Pakistanis and other
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South Asians (table 1) . In Belgium, most non-Belgians groups had poorer subjective health than Belgians. The same pattern applied to long-term limiting illness. In Scotland, Chinese, Indians and Blacks had a lower risk of long-term limiting illness than White Scottish, while Pakistanis had a higher risk. In Belgium, Turks, Moroccans and other North African groups had a higher risk of long-term limiting illness than Belgians. If we compare the ethnic minority group most at risk in Scotland (Pakistanis) with the non-national minority group most at risk in Belgium (Turks), we find, however, that these two groups faced similar health disadvantages. Caution is however required particularly because of cross-cultural validity of self-rated health: indeed the Black (Scoltand) and the Congolese (Belgium), two comparable groups, both had a lower risk of not good health.
In both countries, the mortality risk was lower among ethnic minority groups for both men and women (table 2) . However, women from other North African countries than Morocco had a higher risk of mortality than Belgian women.
In
Discussion
Main findings
On three of the four key components, Scotland has provided a more comprehensive response than Belgium, while on interventions, both countries scored on different aspects. Firstly, Scotland has recognized the problem of ethnic inequalities in health, including the need to collect better data; secondly, it has come up with a bold strategy; thirdly, this strategy has led to significant changes in the planning and provision of services. Belgium is a later starter, and has been unable to monitor ethnic inequalities. Although several studies have been undertaken, Belgium needs, in the first place, to obtain reliable data on its ethnic groups. There is, moreover, no clear executive commitment to tackling inequalities by national health-care organizations. While Scotland has acknowledged that discrimination exists and requires solutions, Belgium still relies on the assumption that there is no discrimination in health care and that needs are not different among ethnic minority groups.
Broadly, health inequalities are lower in Scotland than in Belgium. Belgium has higher inequalities in self-rated health and in long-term limiting illness than Scotland. Nevertheless, the ethnic minority groups most at risk, in Scotland and in Belgium, face similar disadvantages. This is consistent with recent studies on diabetes: in Belgium, Turks had five times the risk of diabetes of Belgians; 46 in Scotland, South Asians have three to four times the risk of non-South Asians. 47 
Limitations of this work
As with many international comparisons, this comparative work has limitations, related to measurement of ethnicity and the concept of policy. Ethnicity is not understood in the same way in the two countries and we had to rely on different concepts to make our comparison. Because many children of immigrants have Belgian nationality, our comparison may have compared immigrants and their offspring in Scotland with, mainly, immigrants in Belgium. Moreover, the ethnic groups in Belgium are not the same as the ethnic groups in Scotland. Such differences may also contribute to explain the comparison of ethnic inequality, particularly because of the difficulty in collecting valid self-reported health in a multicultural ethnic setting. 48 Indeed, we observed that the ethnic group 'black' in Scotland had similar levels of long-term limiting illness and of not good self-rated health as the group described as 'Congolese' in Belgium: it is thus important to acknowledge the limitation of such cross-cultural and cross-country comparison. This is, however, the only information currently available in both censuses.
Better comparable measures are needed to compare ethnic inequalities in health and in the use of health-care or preventive services. 3 Indeed, it is possible that differences on the ground may not match the differences in policies, particularly if local initiatives are more likely to pop up in Belgium.
Secondly, the concept of policy is variable. Although Scotland, like the rest of the UK, tends to have explicit policy documents and strategies, this is not so in the Belgian context, which does not necessarily means there is no policy. The policy could be embedded in law or implicit in rules, regulations and practices. We also focused on the country level because health care and preventive individual care remain funded and organized according to country-level regulations or institutions, both in Scotland and in Belgium. 
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Conclusion
First, there is a need for sharing of best practice in tackling ethnic inequalities in health. Our analysis hints that best practice may be more likely to be found in countries where the government has been committed to equal opportunity. Second, implementing ethnic equity requires laws, policies and plans. Several European countries have taken some steps towards developing policies to reduce health inequalities. 49 In Scotland, the approach to ethnic inequality in health has been backed by political and legal powers within the NHS itself. This comparative analysis led by an independent visitor has discovered good practice that Scotland is contributing to European health policy and health care. 
